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 This was a re-visit for a Hospice Federal 

Re-certification and State Re-licensure survey 

conducted January 13, 2015 - January 23, 2015 

that resulted in conditions out.

Survey Date:  March 9, 2015   

Facility #:  003913

Medicaid Vendor #:  200470040

Surveyor:  Tonya Tucker, RN, PHNS

Southerncare Hospice Kokomo is in compliance 

with 16-25-3 and the Conditions of Participation 

42 CFR 418.

Seven (7) Conditions of Participation and 

forty-three (43) standard level deficiencies were 

found corrected during this survey.
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